partly as a branch of the humanistic sciences, involving study of individuals and human interests. He likened psychoanalysis to an archaeological exploration but into a personal rather than a cultural past. Rycroft (1985) has emphasized the value of regarding psychodynamic theory from the point of view of 20th century communication, linguistics and semantics rather than from that of 19th century physics. It is in these areas, in which we consider meanings as well as causes and effects and outcome, that methods other than those derived from the natural sciences are needed. An example of such a method has been described by Farrell (1985) , who discussed in detail, from the philosopher's point of view, the use a medical registrar could make from studying one patient. But whatever the theoretical framework, reliable methods are essential and intellectual rigour can and must apply.
At the Section of Psychiatry meeting on 15 January, Anthony Storr outlined some of the reasons that psychoanalysis moved away from the natural sciences in the first place: passions and prejudices were aroused; the suggestion that physicians should look beyond and beneath the presenting, usually somatic, symptoms invoked anxiety; and feelings uncovered in the transference and counter-transference made scientists and physicians uneasy.
It is now a time for change: physicians and other health care professionals are becoming more comfortable in the 'softer' areas. Psychoanalysis, as Rycroft (1985) has noted, is beginning to speak a language that members of other disciplines can understand, making it possible for them to utilize psychoanalytic knowledge and techniques.
Psychoanalysts are beginning to work with other disciplines. The one-day meetings for medical and other professional workers organized by the British Psycho-Analytical Society, and the Freud Memorial Lectures in Psychoanalysis, are well attended by students and postgraduates from many different disciplines. The Menninger Foundation is setting up a series of workshops at which psychoanalysts and scientists from other fields, including ethology, philosophy, child development and the biological sciences, will meet to discuss the place of psychoanalysis within the general framework of science. In these ways, psychodynamic theory and practice are open to questioning in a wider context than has previously been possible.
In Rycroft's (1985) 
Pain and periostitis
The term 'periostitis' is used loosely to indicate elevation of the periosteum from the bone cortex as a result of some disease process. The condition is not radiologically apparent in the early stages. It becomes visible only when new bone develops on the under surface of the periosteum, when it is seen as linear opacities separated from the bone by a translucent space. It is usually a painful process, with marked local tenderness, but occasionallyas when it occurs in inflammatory bowel diseaseit can be painless (Farman et al. 1971 ). It may be acute or chronic, diffuse (as in syphilis) or focal (as in polyarteritis). The causes of periostitis are numerous, falling into traumatic, infective, metabolic, neoplastic and vascular categories. Periostitis in chronic infective disorders may be seen in syphilis, yaws and tuberculosis. Pain in the legs associated with mild periostitis in secondary syphilis is reported in this issue of the JRSM by Veerapen et al. (p 721), who stress that conventional radiography does not often demonstrate early lesions which are revealed by bone scanning with technetium-99m. Syphilitic periostitis is often diffuse, and when the skull is involved it may cause headache which is often wrongly attributed to syphilitic meningitis. Untreated, periostitis in secondary syphilis may progress to chronic osteomyelitis, which is characterized by marked bone sclerosis. In congenital or late syphilis there may be a more florid type of periostitis. In tuberculosis, the granulomatous reaction within the diaphyses of bones may be followed by periostitis leading to expansion of the medulla and lamellation of the periosteal bone (Nathanson & Cohen 1941) .
Periostitis in metabolic disorders is illustrated by the prolific periosteal lesions sometimes seen in the ischaemic and neuropathic feet of patients with diabetes mellitus, and in the bone disorders associated with hyperparathyroidism, chronic renal failure, Gaucher's disease and vitamin A intoxication. In scurvy, periosteal osteoblasts fail to lay down normal bone matrix but proliferate themselves, producing a layer of cells separating the periosteum from the cortex which is followed by the typical subperiosteal haemorrhages seen in this deficiency disorder. Hypertrophic osteoarthropathy is the most well known example of periostitis seen in association with neoplastic disorders (especially bronchogenic carcinoma) and occasionally in certain chronic pulmonary, cardiovascular, gastrointestinal and hepatic disorders. Here the pain of periostitis may be supplemented by that of adjacent synovitis, often seen in the wrists and ankles. Radiologically a thin line of new bone at the ends of the diaphysis thickens and eventually fuses with the cortex; as in secondary syphilis, these changes can be well documented using radionuclide scanningwhich may also indicate the presence of synovitis (Rosenthall & Kirsh 1976) -and here again it would seem that bone scans should be routine when hypertrophic osteoarthropathy is suspected.
Periostitis may occur in various types of inflammatory polyarthritis. As an important early diagnostic sign of rheumatoid disease, a fine periosteal reaction is visible along the metacarpals and phalanges of hands and feet, though the changes can be easily missed by the unpractised eye as they are delicate and subtle. A more florid type of periosteal reaction occurs in the seronegative spondarthritis group of arthritic disorders, such as Reiter's disease and psoriatic arthritis, where calcaneal periostitis and 'compound spur' formation give rise to severe pain in the heel, with later marked thickening of the cortex of the heel-bone. Such gross, 'fluffy' periostitis in a patient with sacroiliitis is more likely to indicate Reiter's disease or psoriatic arthritis than ankylosing spondylitis as the underlying disorder.
Various disorders of the vascular system where periostitis can be a feature include sickle-cell disease and certain types of polyarteritis. The condition may be responsible for pain and swelling of the small bones of the hands and feet in some patients with sickle-cell disease (Middlemiss & Raper 1966) . In localized, benign varieties of polyarteritis, where vascular lesions appear to be confined to the muscles of the lower limbs, occasionally painful and tender lumps appear on the shins due to focal areas of periostitis (Ball & Grayzell 1964) . In a recent case we found these swellings to be composed of an outer zone of dense collagenous tissue and an inner zone of mature scars of woven bone which, however, failed to show organization into a cortical table: comparison with the radiographic appearances showed that new bone formed within the fibrous periosteum, this resulting from ischaemia brought about by adjacent vasculitis. A relatively higher dose of systemic steroids was required to control the pain of such lesions. A similar condition was recently reported by Short & Webley (1984) in a boy with multisystemic polyarteritis, who developed nodular periostitic lesions on the limbs and was treated effectively by a pulsed infusion of methyl prednisolone. D N Golding Editorial Representative Section ofRheumatology & Rehabilitation
